trolled the ventricular rate.
The patient continued to pass four to five semisolid normal coloured stools each day and was admitted for investigation.
Investigations (April 1966) . Weight 128 lb. Hb 12-3 g/100 ml; WBC 9900/mm3; ESR 52 mm/hr; serum sodium 146, potassium 4'5, chlorides 110 mEq/l. Blood urea 39 mg/100 ml; serum bilirubin 0-5 mg/100 ml. Alkaline phosphatase 8 KA units/ 100 ml. Thymol turbidity 3 units; thymol flocculation incomplete; colloidal gold 2. Total serum proteins 7-2 g/100 ml. Electrophoresis showed a slight increase in a2-globulin. SGOT 28, 12, 4, 7, 8, 7, 4, 4, 11, 6 
Discussion
The association between disorders of the thyroid gland and abnormalities of the gastro-intestinal tract has been recognized for many years. The best known association is that of hyperthyroidism and diarrhoea, first reported by Moebius (1906) . Verbrycke (1931) in an analysis of thirty-four patients coming for gastro-intestinal diagnosis, and in whom the underlying cause was found to be 'masked' hyperthyroidism, noted the common occurrence of abdominal pain, nausea, vomiting, flatulence, diarrhoea and constipation. Zellman & Spielberg (1966) Abnormal liver function tests, which were found in both our patients, and histological changes similar to those described in Case 2, have been reported in hyperthyroidism (Klotz & Damis, 1960) .
The low serum folate, noted in both patients, may have resulted from the increased metabolic requirements, impaired absorption or a combination of these factors. In Case 2 the return of folate absorption to normal following treatment may be significant but, since the earlier studies were performed without preliminary saturation, the validity of the observation must remain in doubt.
